Introduction
Many studies of socioeconomic inequalities in health rely on health interview survey data. These data are comprehensive in the sense of covering a wide variety of health problems, and they also permit an easy linkage between information on the presence or absence of health problems and socioeconomic characteristics of the same individuals. '4 A limited number of studies reported on the validity of health interview survey data, mainly on the validity of self-reports of respondents to a checklist of chronic conditions compared with either clinical examinations or medical records.5 ' The analysis of the data involved the following steps. First, two-by-two tables were constructed, giving the correspondence between self-reported diagnoses and diagnoses inferred from either the diagnostic questionnaires or the general practitioners' information. Because the study sample had an overrepresentation of the chronic diseases under study, the numbers in each cell were then reweighted to the original study population, with the reverse of the sampling fractions and response fractions as weights.
In the second step, summary indices for the correspondence between selfreported diagnoses and the two types of reference data were calculated. Because the focus of the analysis was on socioeconomic variation, this calculation was done for each of four levels of educational attainment of the respondents. Confirmation fractions (proportion of self-reports confirmed by the reference data, equivalent to positive predictive value) and detection fractions (proportion of true diagnoses detected by the self-reports, equivalent to sensitivity) were calculated. In addition, the prevalence of each condition by educational level was calculated, according both to self-reports and to each type of reference data. All calculations were done on the basis of a logistic regression analysis, and the results of this regression analysis were used to calculate P values (for the overall effect of education on the confirmation and detection fractions and on the prevalence rates) and 95% confidence intervals. All P values and 95% confidence intervals were based on numbers before reweighting to the original population. The differences in confirmation and detection fractions and in prevalence rates by educational level were summarized as odds ratios (for primary school vs postsecondary education).
Results

Self-Reports vs Results ofDiagnostic Questionnaires
Of 474 individuals reporting chronic nonspecific lung disease, only 376 (79%) had a positive score on the diagnostic questionnaire (Table 1) 
Self-Reports vs General Practitioner Diagnoses
The data obtained through the respondents' general practitioners confirmed that self-reports of chronic conditions often were inaccurate. Table 3 shows that the extent of misreporting again was smallest for diabetes mellitus.
The large number of false-negative selfreports of heart disease again is striking.
Although the patterns of misreporting with reference to general practitioner diagnoses were not always the same as those seen with reference to the results of the diagnostic questionnaires, they do confirm that misreporting differed according to educational level ( Mackenbach et al.
Reviews of the accumulated evidence concluded that both underreporting and overreporting occur on a large scale and that the net effect mostly tends toward underestimation of the prevalence of chronic conditions in the population.5 '6 There are large differences between conditions in the degree of under-and overreporting. For the three conditions included in the present study, the evidence from previous studies suggests that validity is highest for self-reports of diabetes mellitus, lowest for chronic respiratory disease, and in between for heart disease.S '6 The findings in our study with a few exceptions clearly fit this pattern. Although we did not find evidence for selective nonresponse, the cumulative nonresponse rates were substantial and it is difficult to exclude the possibility that our results were affected by biased participation. Nevertheless the results clearly suggest that the extent of under-and overreporting of chronic conditions is extensive and that the net effect tends toward underestimating the prevalence of chronic nonspecific lung disease and heart disease in the population. The picture is much better for diabetes mellitus than for the other two conditions (Tables 2 and 4 ). The only discrepancy with the results of previous studies is that the validity of self-reports of chronic nonspecific lung disease on the whole was higher than that of self-reports of heart disease in our study. This is perhaps because chronic nonspecific lung disease was described rather specifically in the questionnaire ("chronic bronchitis, asthma, emphysema ['overstretched' lung], or chronic nonspecific lung disease").
Previous studies did not produce clear evidence of socioeconomic differences in under-and overreporting. The two reviews mentioned before concluded that socioeconomic differences are small,56 but thereby concealed the sometimesconflicting findings of different studies. Our study suggests that when compared with general practitioners' diagnoses, selfreports of more highly educated persons usually were better than those of less educated persons (Table 4) . When selfreports were compared with the results of diagnostic questionnaires, there was a tendency for the reverse to be true (Table   2 ). Perhaps disease in less educated persons more often goes undetected by general practitioners, and in that case we should place more confidence in the comparison of self-reports with the results of diagnostic questionnaires. On the other hand, the validity of diagnostic questionnaires may also differ between educational groups, and it is actually impossible to decide between the two data sources.
Neither of the two data sources is a perfect gold-standard measurement. Diagnostic questionnaires are not completely insensitive to individuals' perceptions (many questions refer to perceived symptoms), and general practitioners do not always have an accurate idea of their patients' diagnoses, especially if these diseases are actually treated by specialists (or not at all). Combining these two data sources may partially alleviate these problems, however, especially if the conclusions based on each of the two sources point in the same direction.
Both comparisons suggest that health interview survey data underestimate prevalence differences by educational level. This was very true when general practitioners' diagnoses were used as the reference data, but it was also true when results of diagnostic questionnaires were used, especially in the case of heart disease. This underestimation of inequalities in morbidity was also found in a previous study that we did in the same population, in which we linked data on self-reported cancer from the postal survey to data from a cancer registry operating in the same area.30 Although we do not know with certainty whether the same conclusion applies to other chronic conditions, we consider it likely that this is the case, because the four conditions studied (chronic nonspecific lung disease, heart disease, diabetes mellitus, and cancer) cover a wide spectrum of conditions. We also consider it likely that a similar pattern will be found in other countries.
As a result of the Dutch system of universal health care insurance, there is less inequality of access to health care in the Netherlands than in many other countries. Consequently, underreporting of chronic conditions by less educated persons and underestimation of differences in prevalence by educational level may well be even greater in other countries. The possibility of underestimation should therefore be considered seriously in the interpretation of data on educational differences in self-reported chronic conditions.
Of course, it is not at all surprising that a simple device such as a conventional checklist of chronic conditions leads to serious misreporting by respondents. It has repeatedly been shown that even minor variations in the phrasing of questions lead to gross differences in overall prevalence estimates of chronic conditions.32 It is likely that the cognitive processes involved in answering these questions (e.g., memory retrieval) can be supported better-for example, by extending and specifying the questions. It is to be welcomed that the US National Center for Health Statistics is conducting a research program on these cognitive aspects.5 '33 We recommend that this research program take into account the educational differences in misreporting that we found in our study. O
